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individual communities within a 9-1-1 area will maintain independi with calls routed to the appropriate point based on the caller's 1 telephone exchange. The PSAP determines the kind of service ne police, fire, medical) and either directs the call to the appropriat dispatch center or performs the dispatch function itself.
Because most 9-1-1 calls are police-related, dispatch functi
emergency services are frequently handled by employees of the
partment who may have little or no EMS training.   All dispat
handle EMS calls should have minimum levels of training and
medical guidance.   (The committee's views on the training and
needed by dispatchers are presented in Chapters 4 and 5.)   Som<
cial programs are available, such as "Medical Priority Dispatch
set protocols to give police department employees appropriate qi
ask and appropriate responses to caller inquiries or statements. F
80 percent of the paramedic runs dispatched in one year were
alarms" (essentially all calls, including bogus ones, in which [
did not evaluate or treat a patient at the scene) led Ramenofsk
leagues (1983) to conclude that better dispatch criteria were cleai
Brodsky's (1992) study on road accident reports points up si
difficulties in making dispatch decisions.  If callers do not provii
information about the need for an ambulance, police dispatcher,
cide whether to alert EMS, and those decisions may be delayed 01
For example, although most highway collisions do not require
service, in nearly 20 percent of fatal crashes in Missouri, the
notifying EMS were 5 minutes or longer.   Brodsky also notes th
policies on notifying EMS varied across the state; some local EN
believe that they, not the police, should determine whether to sent
lance.  He concludes that greater efforts should be made to link ii
on police dispatch with that on collisions to learn more about the
specific dispatch policies on morbidity and mortality.
The impact of 9-1-1 systems on morbidity and mortality ha adequately assessed. An analysis of trauma death rates in Nort counties before and after implementation of 9-1-1 showed tru with 9-1-1 had a lower average trauma death rate than counties wit: but the presence of 9-1-1 could not account for the difference aft ling for other factors (Patsey et al., 1992). More significant th sence of 9-1-1 was the fact that those counties were more rural, to have a trauma center, and less likely to have advanced life sup] services available. These results suggest that a 9-1-1 system itself ensure better outcomes for trauma; other pieces of the El must be available as well. This study does not, however, pi insight into benefits that 9-1-1 might bring in other kinds of en perhaps by facilitating speedier response to cardiac emergencies viding access to prearrival instructions for first aid.ous approaches are used, depending on the particular needs of each system. All 9-1-1 calls are received at a public safety answering point (PSAP). In some systems,rally, the same points concerning the utility of good guidelines and protocols will be true for those problems and settings.
